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Sustaining a Fall Prevention Initiative – It Can Be Done!
Liz Gutwein-Guenther, RN, BSN and Patricia Horner, RN, MSN
Thomas Jefferson University Hospital, Philadelphia, Pennsylvania 19107

Background
Fall Prevention Tips
STOP! Call! Don’t Fall!

Education

Prompted by an increase in falls in December of 2006, a group of nurses convened to address new approaches in fall prevention. This group
quickly identified the need for a multidisciplinary approach. Additional members added to the committee included a physician, pharmacist,
physical therapist, risk manager, quality improvement nurse, nurse educator and information systems specialist. During the first year, the
interdisciplinary committee effected policy changes in many departments and provided multi-hospital wide education. The committee also
supported the development of a nursing Fall Prevention Resource Group that meets monthly and is composed of nurses and aides from each
unit. The members are the “Champions for Fall Prevention”. The monthly meetings of both groups keep the fall prevention initiative alive.

Thomas Jefferson University Hospitals are committed to
providing safe and effective care for all of our patients. Falls
are a leading cause of accidental injury for the hospitalized
patient. Just being in the hospital increases your risk for falls
even if you have never fallen at home. To prevent you from
falling, we have developed a Falls Prevention Program.
This program helps us to identify high-risk patients and to
take preventative measures. This program is a team effort
involving all hospital staff, plus you and your family.

• Orientation for nursing externs on safe patient handling

During your hospital stay, tell the nurse if you have any
changes in vision, hearing, balance, or side effects from your
medication. If you are identified as high risk, the nurse will
place a yellow wristband on your arm to alert all members
of the healthcare team.

• Mandatory in-services for aides, techs, and clerks
• New hire RN education on proper use of Morse Tool

What you and your family can do:

• Patient Safety Goal Carnival for entire hospital staff

2. Watch for equipment that could get in your way such
as your bedside table, intravenous pole, electrical cords,
and medical equipment.

1. Call the nurse before getting up if you are connected to
equipment such as an intravenous, compression boots,
drainage bags, urinary catheter, oxygen, and/or cardiac monitor.

Fall Prevention Resource Group
• Members collaborate and problem solve at
monthly meetings
• New product trials are sponsored and evaluated
• Sponsored “brain-storming” lunch

Safety Tips

• Web page on hospital Intranet

1. Keep your call bell in reach.
2. Call for assistance before getting up.
This is not a bother but something
we are happy to do.

Education
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6. Use your assistive devices –
glasses, hearing aides, cane,
and walker at all times.
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• Nursing orders in the electronic medical record

eventio

• Guest speakers present educational programs

3. Discuss your medications and possible side effects
with your nurse. Many medications, such as diuretics,
laxatives, sleeping pills, and pain pills can increase your
risk of falling.

Stop!
Call!
Don’t Fall

Falls Pr
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Interactive TV

• Unit sign to show hospital and unit falls

• Fall prevention video

• Monthly report at Nurse Executive
Communicating Council

evaluation
Month:

• TV menu prompts patient to view
• System documents patient’s usage

The evaluation of this initiative is ongoing. Each fall report is reviewed to identify contributing factors. Monthly fall rates are evaluated for patterns to allow for problem solving. A root cause analysis is held for all serious falls to identify any system issues that can be
addressed. Patient safety is our first priority so this initiative will continue.

Month:

Hospital Falls:
Unit Falls:
Date of Last Fall on this Unit:
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